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health care and on the effectiveness and outcomes of medical interventions (Lohr, 1990). Insurance claims data on children come from two main sources:5 Medicaid and the private-sector health insurance industry. In principle, insurance claims files constitute a large pool of data on inpatient and outpatient services and have several attractive features (e.g., the theoretical possibility of tracking the care for an individual "episode" through time and across settings). In practice, claims data are often difficult to obtain, lack complete or reliable information, or suffer from other drawbacks that make them a relatively poor source of anything but the most rudimentary information in the EMS context. Furthermore, Medicaid data may not be representative of the same populations from state to state, because of the variation in eligible and enrolled populations across states and over time. Finally, managed care plans are not likely to maintain insurance-claim-like records, so data on such patients would not be available through these types of data sets. Nevertheless, as claims data become better and more complete (e.g., by virtue of linking payment to accurate coding of diagnoses and procedures) and as population-based files containing both inpatient and outpatient data are developed (e.g., as is being done for the Medicare program for the elderly), use of claims data becomes more appealing and feasible. In particular, the ability to track follow-up care after hospital treatment for an emergency would provide valuable insights into postdischarge mortality, residual morbidity, and similar outcomes of interest to researchers and policymakers.
Death Records
Although hospital records can be used to identify a large proportion of the deaths from serious illness or injury, they will not include deaths that occur before any emergency care can be initiated in a hospital setting. They are also poorly suited to large retrospective studies of national or statewide mortality. Hospital records also will not necessarily include the official cause of death for patients who died while still inpatients.
Other sources such as vital statistics systems or coroners' reports may be more useful for some purposes (e.g., simple epidemiologic studies, drawing samples for studies that will rely on other data sources). Mandatory E-cocling in vital statistics records for injury-related deaths may make them a valuable resource for assessing the contribution of injury to mortality and for injury prevention studies (although it should be recognized that "traumatic injury" is no longer acceptable as a cause of death). Nevertheless, death certificates have considerable drawbacks—limited amount of data, inaccuracy and incompleteness of data that are supposed to be recorded, lack of standardization in assigning cause of death (the most critical data), and lack of information on EMS systems use. These limitations make themdeaths in an urban area were not seen in hospitals (Cooper et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
